It is very fortunate that the European Journal of Clinical Nutrition has published the paper by Drs Ferro-Luzzi, James and Kafatos on the high-lipid Greek diet (we reserve the term fat for solid lipids, which are mostly of saturated nature) and the allegedly adverse effects that a high olive oil diet may have on health (Ferro-Luzzi et al, 2002) . This paper gives us the opportunity to counter the views which the lead author has propagated verbally on many occasions. It is, however, a little surprising that the third author, the only Greek in the paper, has never before argued against the essence of Dietary Guidelines for Greek adults, adopted by the Supreme Scientific Council of the Hellenic Ministry of Health (Supreme Scientific Health Council, 1999) . These guidelines indicate that the fraction of total lipid intake should not be reduced, provided that energy imbalance is not created and the lipids are mainly derived from olive oil.
The central position of Ferro-Luzzi and colleagues is never explicitly stated, but it seems to be that increased consumption of olive oil has adverse health consequences, even if energy balance is preserved. Nobody would disagree that too much of many good things, be these olive oil, pasta, bread or even fruit, would be unadvisable if total energy intake turned out to exceed energy expenditure. In order to advance their position, the authors provide no data of analytic epidemiological nature -the data that are generally acceptable for scientific inference. Instead, they criticize lipid intake data in Greece, including those provided by their Greek co-author, confusing the consequences of unavoidable random error with those of systematic overestimation. More important, they use time-trend arguments in an attempt to indict the high olive oil fraction diet(s).
To that effect, they invoke the partial loss of advantage of the Greek population, in comparison to other European populations, with respect to ischemic heart disease, cerebrovascular diseases and indeed total mortality. They make a number of errors however, some rather serious. Forty years ago all-cause mortality was accurately recorded in Greece, but mortality from any particular cause was systematically under-reported because a large fraction (more than 20%) of deaths was included in the wastebasket category of 'old age' or 'unknown cause of death' (Trichopoulos, 1964) . With the passage of time the wastebasket category has all but been eliminated, with a shift of the corresponding deaths to the proper categories. Thus, disease-specific mortality trends are misleading and only total mortality is interpretable. Ageadjusted total mortality keeps declining in Greece, although many countries have better slopes. This is not surprising given the very high prevalence of smoking in Greece throughout the last three decades (Dalla-Vorgia et al, 1990) , the aversion of most Greeks towards systematic physical activity, the urbanization of the Greek population (the urban population in Greece, as in many other countries, has significantly higher total mortality compared with the rural population; Kalandidi et al, 1977) and the generally recognized limitations of the health care system in Greece. The authors should also be aware that, since about 20 y ago, ischemic heart disease became an effectively treated condition, something that was hardly possible during the earlier period, and this has benefited more substantially the economically more developed countries. Finally, the authors should recognize that for life expectancy there is such a thing as an asymptotic curve of limiting returns. Forty years ago infant mortality in Greece was three times as high as in Sweden, but it is only 50% higher now, without this being an indictment for the Swedes.
There are other peripheral issues raised by the authors and some of them reflect misunderstanding of basic epidemiological principles. In analytic epidemiological studies, representativeness is rarely the central issue: in case -control studies the overriding principle is comparability of cases and controls, whereas in ecological studies, to the extent that they are useful for scientific inference, there should be a spatial and time correspondence between exposure and outcome data. Neither Keys (Keys et al, 1968; Keys, 1980) , nor the criticized Greek investigators have made any error in this context.
The Greeks are obese for a very good reason -limited physical activity. They may eat more than they should and, these days, not what they should. However, obesity is essentially an imbalance between energy intake and expenditure and there is no conclusive human evidence that, controlling for energy intake, any particular energy-generating nutrient has substantial inherent obesity-promoting consequences (Seidell, 1998; Willett, 1998a,b; Trichopoulou et al, 2002) .
The authors may, of course, believe what they want to believe. It is not an effective argument, however, that other scientists agree with their view that total dietary lipids should be reduced irrespective of their nature. Scientific truth is not obtained by majority vote. What is disturbing, however, is their misquotations and insinuations. The Greek dietary data have never been excluded by the EPIC coordinating center and the readers should not be led to believe that. The Greek EPIC started later than other EPIC centers (Slimani et al, 2000) , but the data were properly validated and were as valid as those of the other EPIC centers (Gnardelis et al, 1995; Katsouyianni et al, 1997) . The Greek EPIC data concerning olive oil intake are in line with previously published information, and information for olive oil is elicited through questions in three parts of the EPIC-Greece questionnaire.
There are more worrisome parts in the Ferro-Luzzi paper. In order to counter our position that higher olive intake promotes higher vegetable intake, the authors present Tables  3 and 4. Table 3 shows exactly what we say: that those in the higher quartile of total 'fat' intake consume 292 g=day of vegetables, whereas those in the lower quartile consume 260 g=day. As for Table 4 , it is misleading: nobody has ever argued that olive oil is or should be consumed with fruit. With respect to ovarian cancer, we have reported, as we should, what we have found: that intake of monounsaturated lipids is inversely associated with the incidence of the disease (Tzonou et al, 1993) . We have never claimed that this is an established association (see, for example, Lagiou et al, 2002) and we would welcome an alternative explanation for the substantially lower incidence of ovarian cancer in the Mediterranean countries in comparison to the Northern European countries. Finally, the authors of the paper never consider how olive oil should be substituted in the diet, if that's what they really advocate.
The paper by Ferro-Luzzi et al would have been much more useful if it were written more carefully, with more attention to scientific evidence and less arrogance.
